Medical Center were reviewed. These included total operative case volume, operating room utilization, first case on-time start rate, and average turnover time. Additional attestation requirements for patient H&P and surgical consent by the attending surgeon were implemented at start of Fiscal Year 2018 (July 1st, 2018 <0.0001) . The average turnover time between cases was also increased during FY18 (p<0.0001). There were 555 and 585 reported operating room safety events in FY18 and FY17, respectively. Of these, 68 events (12.3%) in 2018 and 120 events (21%) in 2017 involved the surgical safety checklist. There was a statistically significant difference in the total number of perioperative events (p<0.0001) and consent-related events (p[0.001) between FY18 and FY17 (Table) .
evaluated whether this added safety policy affected institutional operating room performance indicators and reported adverse patient safety events.
METHODS: Key operating room performance indicators from Fiscal Years 2017 and 2018 at Penn State Health Milton S. Hershey Medical Center were reviewed. These included total operative case volume, operating room utilization, first case on-time start rate, and average turnover time. Additional attestation requirements for patient H&P and surgical consent by the attending surgeon were implemented at start of Fiscal Year 2018 (July 1st, 2018 (Table) .
CONCLUSIONS: Surgical safety checklists are essential toward minimizing adverse perioperative events. This study highlights a decrease in the number of report patient safety events after implementation of added pre-procedure verifications, but with negative impact on standard metrics of operating room productivity. Further study is necessary to determine if these effects persist over time.
Source of Funding: None.
PD53-10 READABILITY AND COMPREHENSION LEVELS OF PATIENT INFORMATION SHEETS USED IN RESEARCH ETHICS COMMITTEE APPLICATIONS
Ceri Honey-Jones, Brian Birch*, Southampton, United Kingdom
INTRODUCTION AND OBJECTIVES:
Literacy is at the core of participants in research being able to make fully informed choices. This is partially achieved by providing participants with patient information sheets (PISs). There is a view that PISs are generally written at a level above the average literacy level of participants, the recommended reading level being 11-12 years old (equivalent to Flesch-Kincaid Grade Level (FKGL) and the Flesch Reading Ease (FRE) scores of 6th grade and 80-89 respectively).
We aim to analyse the readability and comprehension levels of Patient Information Sheets used in Research Ethics Committee applications, using the Flesch-Kincaid Grade Level (FKFL) and Flesch Reading Ease (FRE) scores.
METHODS: To gain data for this research study, the Health Research Authority (HRA) database was used to gain contact details for researchers who had conducted research.
Researchers were then contacted to request the patient information sheet from their study; the purpose of the study was also explained to the researchers allowing for transparency throughout.
128 patient information sheets were received; these were then analysed, with the Flesch-Kincaid Grade Level and the Flesch Reading Ease scores recorded for later analysis.
RESULTS: Having analysed 128 PISs: FKGL Score: The mean FKGL score was 9.87 (AESD 1.69); this is suited to the reading age of a High School Sophomore (recommended 6th grade) FRE Score: The mean FRE score was 56.2 (AESD 8.67). The overall FRE score is equivalent to a reading age of 16-17-years-old (High School Senior) being rated fairly difficult (recommended easy 11 year old) (see Tables 1 and 2 green desirable; purple study  results) CONCLUSIONS: This study has identified that patient information sheets are generally too complex for all patients to easily comprehend.
Researchers would benefit from clear national guidance from ethics committees on writing patient information at a more appropriate level; participants would benefit from being provided with an easy to read research summary sheet.
The over-prescribing of opioids following urological surgery places patients at risk for opioid overuse and dependency. However, no guidelines exist to help urologists consistently prescribe appropriate quantities of pain medication. We sought to characterize the variation in opioid prescribing habits at time of discharge following nephrectomy.
METHODS: We performed a retrospective review of patients who underwent partial or radical nephrectomy between November 2016 and May 2018 at an academic medical center. We reviewed patient demographic characteristics including age, sex, travel distance to hospital, marital status, race, employment, and insurance status, Charlson Comorbidity Index (CCI), and pre-operative opioid use. Surgeries were categorized as open or laparoscopic/robotic. Inpatient daily opioid use was recorded in oral morphine equivalents (OME). Discharge opioid prescriptions were recorded in OMEs and categorized by both post-graduate year (PGY) of prescriber and discharge day.
RESULTS: We identified 173 eligible patients, 23 (13%) of whom used opioids pre-operatively. A laparoscopic/robotic approach was used in 111 (64%) cases. Patients used a daily median 22.5 OME during their hospitalization, weaning to median 15 OME on day of discharge. All but 2 patients were prescribed opioids at discharge, with median 315 OME per prescription. Amount of opioid used on the last hospital day explained 34% of the variance in the amount prescribed at discharge (p<0.01, Figure) . On multivariate logistic regression, opioid use pre-operatively, hospital days, PGY-level of prescriber, year of surgery, open vs. minimally invasive approach, and insurance type were associated with discharge OMEs (R2[0.49, p<0.05). Within this model, age, sex, CCI, and day of discharge did not explain variation in OME at discharge. Correlations between median inpatient OME and discharge OME were similar.
CONCLUSIONS: Inpatient opioid use poorly predicts discharge opioid prescriptions, accounting for less than 50% of the variance between prescriptions. Patients were discharged with a median OME 20 times the amount used on their last hospital day. Systems are needed to help minimize variability in opioid prescribing practices and reduce the overall quantity prescribed.
